Hypoplastic left heart complex (HLHC) consists of less severe underdevelopment of the left ventricle without intrinsic left valvular stenosis, i.e., a subset of hypoplastic left heart syndrome (HLHS). HLHC patients may be able to undergo biventricular repair, while HLHS requires single ventricle palliation (or transplant). However, there is no consensus regarding the likelihood of favorable outcomes in neonates with HLHC selected to undergo this surgical approach. This case report describes a neonate with HLHC, co-arctation of the aorta (CoA), and patent ductus arteriosus (PDA) who was initially palliated using bilateral pulmonary artery banding due to unstable ductus-dependent circulation. A postoperative echocardiogram showed newly appearing CoA and progressively narrowing PDA, which resulted in the need for biventricular repair 21 days following the palliation surgery. The patient was discharged on postoperative day 13 without complications and is doing clinically well seven months after surgery. 
Jae Kwang Yun, et al aortic arch flow, and severely decreased left ventricular function with an EF of 36% (Table 1) . Volume-measured heart CT produced the following measurements: subaortic area 4 mm; ascending aorta 5 mm; proximal aortic arch 3 mm; distal aortic arch 3.7 mm; and aortic isthmus 4.6 mm. The LV EF was 32.5%, the LV end-diastolic volume (EDV) was 35 mL/m 2 , and the LV end-systolic volume (ESV) was 24 mL/m 2 ( Table 1 ).
The patient also had a hypoplastic aortic arch and CoA was not definite (Fig. 1) . The patient underwent emergent bilateral pulmonary artery banding using a 3.5-mm Gore-Tex graft as a rescue procedure. Immediately after the surgery, the mean left atrial pressure (LAP) decreased from 33 to 24 mmHg and the systolic blood pressure increased from 64 to 76 mmHg.
Six hours after the surgery, the LAP had decreased to 13 mmHg and became almost normal 12 hours later ( However, it is sometimes difficult to decide which surgical correction to perform in patients with HLHC, due to the absence of absolute criteria and because inadequate surgical management for these patients can lead to terrible consequences [3] .
Since Rhodes et al. [4] first reported the parameters asso- This is largely because most previous reports dealt with critical aortic stenosis alone, and applying a cut-off value targeted to simple left-heart hypoplasia was not valid in patients with HLHC [5, 6] . Indeed, the decision to pursue a UV or BV repair is generally made by experienced pediatric cardiologists and cardiac surgeons based on echocardiographic images, volume-measured heart CT, and/or information obtained from cardiac catheterization of the left heart.
In the clinical field, it is sometimes too difficult to decide which type of surgical correction to perform in neonates with HLHC, especially in those whose initial vital signs are unstable, as in our patient. The consequences of an incorrect decision, such as conversion to UV circulation after a failed BV repair, are often deleterious, whereas the reverse sequence of these procedures seems to have a favorable and successful outcome [4] . Therefore, in cases of HLHC, an initial palliation surgery including bilateral pulmonary artery banding, augmentation of the right ventricular systemic flow, and maintaining the ductus patency by stenting or prostaglandins could be an alternative option without the need for an early decision and major surgery [6] . Although one-stage BV repair has the advantage of establishing normal physiology at an earlier point in time, Yerebakan et al. [7] reported that initial palliative surgery for neonates with HLHC allows time for the growth of the LV, thus avoiding major surgery and the associated prolonged myocardial ischemia and bypass during the neonatal period. The UV and BV options could be retained as alternatives to be performed at around four to eight months of age with satisfactory long-term outcomes [7] .
Although the period from palliative surgery to BV repair was relatively short in our patient, the diminished PDA size and simultaneous development of CoA and improved LV contractility that occurred in the meantime enabled us to perform BV repair (Table 1 ).
In conclusion, we have successfully achieved BV repair af- 
